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Very few community-based intervention studies have examined how to eﬀectively increase the adoption of smoke-free homes. A
pilot study was conducted to test the feasibility, acceptability, and short-term outcomes of a brief, four-component intervention
for promoting smoke-free home policies among low-income households. We recruited forty participants (20 smokers and 20
nonsmokers) to receive the intervention at two-week intervals. The design was a pretest-posttest with follow-up at two weeks
after intervention. The primary outcome measure was self-reported presence of a total home smoking ban. At follow-up, 78% of
participants reported having tried to establish a smoke-free rule in their home, with signiﬁcantly more nonsmokers attempting a
smoke-free home than smokers (P = .03). These attempts led to increased smoking restrictions, that is, going from no ban to a
partial or total ban, or from a partial to a total ban, in 43% of the homes. At follow-up, 33% of the participants reported having
made their home totally smoke-free. Additionally, smokers reported smoking fewer cigarettes per day. Results suggest that the
intervention is promising and warrants a rigorous eﬃcacy trial.
1.Introduction
Exposure to secondhand smoke (SHS) has a broad range
of serious health consequences. SHS exposure increases the
risk of lung cancer, stroke, and coronary heart disease [1–6].
Exposure to SHS can exacerbate asthma and underlying lung
disease, contribute to respiratory problems, and reduce lung
function in adults [5, 7]. Exposure is particularly dangerous
to children, increasing the risk of respiratory infections,
including asthma, bronchitis, and pneumonia, severity of
asthma symptoms, middle ear infections, and sudden infant
death syndrome [2, 8–13]. Risk for adverse health eﬀects in
children increases as the number of adult smokers in the
household increases [2].
Due in large part to the increasing adoption of smoke-
free environments in the USA, the home is currently a
primary source of exposure to SHS for both children and
nonsmokingadults[2].Theprevalenceofsmoke-freehomes,
deﬁned as no smoking any place at any time, has increased
rapidly in recent years [14]. These increases are associated
with an expansion of smoke-free policies at the state and
local level [14–16]. In 2008, an estimated 78% of homes
in the USA were smoke-free [17]. However, rules that limit
smoking in the home are less common in households in
which at least one person smokes and in African American
and low-income households [18–20].
Smoke-free homes have been shown to reduce exposure
to SHS for both nonsmokers and children [12, 21–25].
Additionally, both longitudinal and cross-sectional studies
show that smokers who have implemented smoke-free home
rules are signiﬁcantly more likely to make a quit attempt, be
abstinent and smoke fewer cigarettes per day [19, 26–31].2 Journal of Environmental and Public Health
Household smoking bans are also an important component
of antismoking socialization and are linked to reduced
likelihood of adolescent smoking [32, 33].
Few community-based intervention studies have exam-
ined how to eﬀectively increase the adoption of smoke-free
homes, particularly with the primary message focused on
household smoking bans as opposed to smoking cessation
[12]. Clinic-based interventions, often with a combined
message of smoking cessation and reduced smoking in the
home, have typically consisted of brief interventions with a
verbal recommendation to reduce SHS exposure along with
printed educational materials [12]. Home-based interven-
tions have tended to be more intensive, usually involving 5–
7 half-hour sessions over several months [12]. A review of
home and clinic-based interventions reported mixed results
in the clinic-based interventions and greater success in the
more intensive home-based interventions [12]. However,
little research has focused on brief and practical strategies
for addressing SHS exposure through interventions focused
explicitly on creating a smoke-free home [34]. Given the
concentration of smoking in low-income households, the
current study aimed to test the feasibility, acceptability, and
short-term outcomes of a brief intervention for promoting
smoke-free home policies among low-income households.
We hoped to learn if smoking and nonsmoking members of
low-income households would be interested in participating,
whether they would participate in the full intervention
and whether the intervention would motivate them to take
steps to create a smoke-free home. We were also interested
in their feedback on the intervention and suggestions for
improvement.
2. Methods
2.1.SampleandRecruitment. Werecruitedparticipantsfrom
a county health department clinic in the metro Atlanta area.
Participants were recruited in person by research staﬀ and
through ﬂiers posted at the health department. Interested
participants called our research oﬃc ea n dw e r es c r e e n e df o r
eligibility. Eligible participants had to be 18 years or older,
speak and understand English, be a smoker living with at
least one other person in the household or a nonsmoker
living with a smoker, and not have a total smoking ban. Only
one participant per household was eligible. Approximately
300 ﬂiers were distributed and 91 participants called the
study oﬃce to express interest in participating. The study
purpose and procedures were explained to eligible partici-
pants (21 were ineligible) and the ﬁrst 20 smokers and ﬁrst
20 non-smokers who agreed to participate provided verbal
consent over the telephone and were enrolled (n = 40).
Thirty-six participants completed the entire study.
2.2. Description of the Intervention. T h es m o k e - f r e eh o m e s
intervention consisted of four components: three mailings of
print materials and one coaching call, aimed at increasing
household smoking bans and reducing secondhand smoke
exposure. The materials were designed to target both smok-
ers and nonsmokers who allow smoking in the home. The
conceptual model (Figure 1) is based on social cognitive
theory [35–37] and the transtheoretical model’s stages of
change [38–40]. Social cognitive theory was selected because
of its emphasis on both cognitive and environmental deter-
minants of behavior and the interplay between them known
as reciprocal determinism [37]. The intervention targets
proximal determinants of behavioral capacity, self-eﬃcacy,
and outcome expectations related to creating a smoke-free
home and smoking behaviors. Although not well studied
with respect to smoke-free homes, these variables have been
shown as important in a wide range of behavioral inter-
ventions based on social cognitive theory [37]. Through the
useofpersuasion,rolemodeling,goalsetting,environmental
cues and reinforcement—change strategies tied to social
cognitive theory—participants were encouraged to work
through the ﬁve steps of creating a smoke-free home. These
include (1) deciding to create a smoke-free home, (2) talking
to household members about making a home smoke-free,
(3) setting a date for going smoke-free, (4) actually making
a home smoke-free, and (5) keeping the home smoke-free.
Because the ﬁve steps aligned quite well with stages of change
as articulated in the transtheoretical model, we also included
stages of change in the conceptual model [38]. This allowed
us to focus the coaching component of the intervention on
the appropriate step (or stage) for each participant.
The ﬁve steps emerged from our prior qualitative work
on creating smoke-free homes (e.g., factors inﬂuencing the
decision to go smoke-free, the need to talk to household
members about a possible rule, challenges in enforcing the
rule), combined with existing smoke-free home campaigns
by the U.S. Environmental Protection Agency and Health
Canada [41, 42]. Our earlier formative work on smoke-free
homes included qualitative interviews with 102 households
in rural Georgia with varying degrees of household smoking
restrictions [43, 44]. Brieﬂy, this work documented that
family discussions about smoking bans focused heavily on
protecting children. In homes with at least one nonsmoker,
the smell and dangers of secondhand smoke and an aversion
to breathing smoke were also frequently discussed. Con-
versations about a smoke-free home were usually initiated
by women and/or nonsmokers. Conﬂict over the issue was
rare, although challenges with enforcement and compliance
were described by some participants [43, 44]. This forma-
tive research helped us develop intervention messages, for
example, on common reasons to create a smoke-free home.
Participant ideas for promoting a smoke-free home, which
included environmental strategies such as posting no smok-
ing signs in the home, helping the smoker ﬁnd a comfortable
place outside to smoke, and removing ashtrays and lighters,
were also included in the educational materials. Finally, we
asked about barriers to enforcing a ban. These barriers, such
as feeling uncomfortable or concern over showing disrespect
to a visitor or older relative were acknowledged in the
materials as well, along with potential solutions.
All print materials were designed around the theme of
“Some Things are Better Outside.” The ﬁrst component,
mailed after completion of the baseline survey, was a “tool-
kit” for creating a smoke-free home. The tool-kit included
a“ Five-Step Guide to a Smoke-Free Home” which describedJournal of Environmental and Public Health 3
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Figure 1: Model of behavior change: brief intervention to create smoke-free home policies in low-income households.
the steps, tips, and strategies to plan for, make, and keep
as m o k e - f r e eh o m e .T h eg u i d ew a sp a c k a g e di na9   ×
12   mailer that folds out to 18  × 24   when opened. The
mailer was designed to be interactive and educational. It
included deﬁnitions of secondhand smoke and smoke-free
homes, a list of reasons to have a smoke-free home, truths
about secondhand smoke, a tear-oﬀ pledge participants and
household members could sign after deciding to make their
home smoke-free, and two tear-oﬀ smoke-free home signs
with adhesive tape strips.
The second component of the intervention was a coach-
ing call. The coaching script incorporated the ﬁve steps as
describedinthe“Five-StepGuidetoaSmoke-FreeHome.”The
semistructured script elicited responses on the progress of
makingthehomesmoke-free,beneﬁtsofasmoke-freehome,
and challenges and barriers to setting a smoke-free home
rule. A stage of change assessment was performed (i.e., have
no interest in making home smoke-free, are thinking about
making home smoke-free, decided to make home smoke-
free,oralreadyhaveasmoke-freehome)topromptthecoach
toprovidestage-basedmessages.Thecoachingsessionended
with a summary of the call and goals for making and/or
keeping a smoke-free home.
The third component included additional educational
information in the form of a photo story which depicted a
household comprising a mother, grandmother, and a child
going through the process of making their home smoke-
free. It provided information on secondhand smoke and its
dangers,tipsonhavingaconversationwiththesmokerinthe
home, ways to make smoking outside easier, and wants to
celebrate being smoke-free. Also included in this mailing
was a “Challenges and Solutions: Keeping your Home Smoke-
Free” booklet. It provided ten commonly reported challenges
derived from our formative research (e.g., you are not the
headofthehouseholdandyoucannotmaketherulesinyour
home; you live in an apartment and there is no porch or yard
touseasasmokingarea,etc.)andoﬀeredeasy-to-implement
solutions.
The fourth component included a newsletter with tes-
timonials and success stories portraying families and their
reasons for having a smoke-free home, as well as examples
of ways to keep their home smoke-free. This mailing also
included a thirdhand smoke fact sheet and six smoke-free
home stickers that could be used as reminders to smoke
outside (i.e., placed on bathroom mirrors, cigarette packs,
ashtrays, etc.).
In addition to the formative research described above,
wepretestedourinterventionmaterials,includingthe“Some
Things are Better Outside” theme, through six focus groups
(3 smokers and 3 non-smokers). Participants gave us feed-
back about each intervention component, and overall, had
very positive comments about the intervention components
(e.g., 5-step guide, pledge, signs, stickers). We also learned
that there was little knowledge about thirdhand smoke,
which prompted the inclusions of a small educational piece
on this concept.
2.3. Procedures. We used a simple pretest posttest design
with follow-up at two weeks after the intervention. After4 Journal of Environmental and Public Health
enrollment, participants were asked to complete a baseline
survey by telephone which lasted approximately 30–45
minutes. All participants received the fourintervention com-
ponents at two-week intervals. Intervention components
includedthreemailingsandonecoachingcall.Theﬁrstsetof
print materials was mailed after completion of the baseline
survey, followed by a coaching call at week two, with the
remaining print materials mailed at weeks four and six. A
follow-up survey was conducted eight weeks after baseline.
Each participant was compensated with a $25 gift card
for completing each follow-up survey. Telephone surveys
and coaching sessions were recorded for quality assurance.
The study protocol was approved by the Emory University
Institutional Review Board.
2.4. Measures. The baseline survey included questions
related to smoking history, secondhand smoke exposure,
cigarette consumption, cessation attempts, household com-
position and smoking status, beliefs about secondhand
smoke, stage of readiness to restrict smoking in the home,
self-eﬃcacy to restrict smoking in the home, prior smoke-
free home attempts, and secondhand smoke reduction
behaviors.
2.4.1. Process Evaluation. Process measures were collected
at the eight-week follow-up to assess the receipt of mailed
materials, the proportion of materials read, the usefulness
and relevance of materials, satisfaction with the coaching
session, and utilization of intervention materials such as
posting signs, signing and/or posting the pledge, coming up
withalistofreasonsformakingthehomesmoke-free,having
the family talk, or calling the smoking cessation quitline
telephone number provided in the materials.
2.4.2. Outcome Measures (Primary)
Smoke-Free Home Ban. The primary outcome measure was
self-reported presence of a total home smoking ban and was
assessed at baseline and again through the 8-week follow-
up survey using the item, “Which statement best describes
the rules about smoking inside your home?” Participants were
askedtoselectoneofthefollowingresponseoptions:smoking
is not allowed anywhere inside your home; smoking is allowed
in some places or at some times; smoking is allowed anywhere
inside your home; there are no rules about smoking inside your
home [45].
Prior Smoke-Free Home Attempts. We examined smoke-free
home attempts by asking, “In the last two months, has anyone
tried to establish a smoke-free rule in your current home? By
smoke-free, we mean that smoking is not allowed at any time
or any place within your home” [46].
Secondhand Smoke Exposure. Secondhand smoke exposure
wasmeasuredusingtwoitems:“Howoftendoesanyonesmoke
inside your home?” with response options ranging from daily
to never and “During the past 7 days, how many days have
people smoked in your home in your presence?” [47].
2.4.3. Outcome Measures (Secondary). Three of our sec-
ondaryoutcomeswereaskedofsmokersonly:stageofchange
for quitting, cessation attempts, and number of cigarettes
smoked per day.
Stage of Change for Quitting Smoking. Participants self-
reported their smoking status both at baseline and at follow-
up. Readiness to quit smoking among those who reported
either “everyday” or “some days” of smoking at baseline was
assessed using two additional items adapted from Velicer et
al. [48]. In a yes/no format, we asked participants at baseline
and eight-week follow-up, “Are you thinking about quitting
smoking within the next six months/30 days?”
Cessation Attempts. Occurrence of quit attempts was as-
sessed using the item, “How many times during the past
2 months have you stopped smoking for more than one day
because you were trying to quit smoking?” adapted from the
Behavioral Risk Factor Surveillance System [45].
CigaretteConsumption. Oneitemwasusedtoassesscigarette
consumption per day, “ O na v e r a g e ,o nt h ed a y sy o us m o k e ,
how many cigarettes do you smoke in a day?” [31].
SmokingRestrictionsinCars. An item adapted from Norman
et al. [20] was used to assess smoking restrictions in cars.
Participants were asked “Now, what about smoking in your
carorcars,wouldyousay...”andwer epr o videdthefollo wing
response options: t h e r ea r en or u l e sa b o u ts m o k i n gi nt h ec a r s ;
s m o k i n gi ss o m e t i m e sa l l o w e di ns o m ec a r s ;s m o k i n gi sn e v e r
allowed in any car; there is no car.
Demographics. Demographic information on the partici-
pant’s ethnicity/race, age, gender, educational level, marital
status, household income, and employment status was col-
lected at baseline. Measures were adapted from the 2005
Behavioral Risk Factor Surveillance System [49].
2.5. Data Analysis. Results for primary and secondary out-
comes were summarized using simple descriptive statistics
including arithmetic mean, standard deviation, and percent-
age. Process evaluation measures were tested for diﬀerences
in responses between smokers and nonsmokers with paired
samples t-tests, Wilcoxon Mann Whitney tests, chi-squared
tests of independence, and Fisher’s exact tests depending on
the nature of data collected. Changes in outcomes between
baselineand follow-upwereevaluatedacrossallparticipants,
as well as among smokers and non-smokers living with a
smoker, using paired t-tests for continuous variables and the
Wilcoxon signed rank sum test for ordinal variables. SPSS
and SAS 9.3 were used to conduct descriptive as well as
inferential analyses.
3. Results
3.1. Description of Study Participants. Most of the partici-
pants were African American (95%), and the majority wereJournal of Environmental and Public Health 5
Table 1: Demographics of enrolled study participants.
Age (n = 40)
18–39 38%
40–49 38%
50–60 25%
Race
White 3%
African American 95%
Other 3%
Gender
Female 70%
Education
Less than high school 3%
Some high school 28%
High school graduate or GED 33%
Vocational or technical school 8%
Some college 30%
Employment status
Employed 35%
Unemployed 65%
Annual household income
$10,000 or less 35%
$10,001 to $15,000 13%
$15,001 to $20,000 18%
$20,001 to $25,000 13%
More than $25,000 18%
Home ownership
Own 18%
Rent 80%
Other 3%
Type of housing
Single-unit/detached home 58%
Townhome/duplex 8%
Apartment/condo/multiunit 35%
Number of children in the home
None 43%
1 15%
2 15%
3 15%
4 or more 13%
Health care coverage
No health care coverage 25%
Coverage through employer 18%
Medicaid or medical assistance 45%
Military (CHAMPUS, TIRCARE, or VA) 5%
Other 10%
women (70%) (Table 1). Study participants had varying
degrees of education, but none of the participants had com-
pleted college. Most participants were unemployed (65%),
and of the 35% employed, less than half were employed
full time. A large percentage (35%) of participants reported
an annual household income of $10,000 or less and 58%
lived with children under the age of 18. One quarter of the
participants had no health care coverage, and 45% received
Medicaid or Medical Assistance. Most homes (80%) were
rented. The majority of participants (58%) lived in single-
unit or detached homes, but 35% lived in an apartment, a
condominium, or a multiunit complex.
3.2. Process Evaluation. Table 2 shows selected process eval-
uation ﬁndings by smoking status of the participant. A
majority of participants read most or all of the materials
(75%), with no signiﬁcant diﬀerence between smokers and
nonsmokers.Mostparticipants(86%)reviewedthematerials
sometimes or even often, with smokers looking at the
materials more than non-smokers (P = .03). In addition,
participantsfoundthematerialsrelevantanduseful.Notably,
89% reported the materials were very relevant and 95%
reported they were very useful, with no diﬀerences by
smoking status. Most liked the 5-Step Guidebook best and
did not like any of the materials least. Of the 36 participants
who completed the follow-up survey, 81% came up with a
list of reasons for making the home smoke-free and 97%
had a talk with their family about making the home smoke-
free. In addition, ﬁve participants (14%) reported calling
smoking cessation services for support in quitting smoking.
More than half (53%) signed the smoke-free home pledge,
and more than 60% of participants posted the pledge, put
up the signs, and used the stickers. A large majority of
participants reported that the coaching call was very relevant
to them (88%) and provided very useful information (85%),
again with no signiﬁcant diﬀerences by smoking status (not
shown).Generalsatisfactionwiththecallwashigh(94%very
satisﬁed).Acrossallprocessmeasures,thesmokerswereasor
more engaged with the intervention materials than the non-
smokers.
3.3. Primary Outcomes. Table 3 reports the impact of the
intervention on smoking in the participants’ homes. At
follow-up, 78% of participants reported having tried to
establish a smoke-free rule in their home, with signiﬁcantly
more non-smokers (94%) attempting a smoke-free home
than smokers (63%) (P = .03). These attempts led to
increased smoking restrictions, that is, going from no ban
to a partial or total ban, or from a partial to a total ban,
in 43% of the homes. At follow-up, 33% of the participants
reported having made their home smoke-free (P<. 0001),
including 32% of smokers (P<. 04) and 35% of nonsmokers
(P<. 004). The improvement in the smoke-free home status
also resulted in a signiﬁcant reduction of days on which
smoking occurred in the home in the past week. Mean days
of smoking in the home during the past week decreased from
5.3 days (SD = 2.4) to 2.6 days (SD = 2.7) (P<. 0001).
3.4. Secondary Outcomes. Smokers (n = 20) showed a
signiﬁcant improvement in readiness to quit smoking as
assessed by the stages of change model (Table 4). At baseline,
35% planned to quit in the next 30 days and at follow-up6 Journal of Environmental and Public Health
Table 2: Process evaluation results for smoke-free home intervention.
Total Smokers Non smokers
N % N % N % P value
N = 36 N = 19 N = 17
How much of the 1st mailing did you read? The mailing includes the 5-step guide to making your home smoke-free.
Did not read any of it 1 3% — — 1 6%
Read some of it 8 22% 4 21% 4 24%
Read most of it 5 14% 1 5% 4 24% .16
Read all of it 22 61% 14 74% 8 47%
How often do you review/look at the materials?
Never 2 6% — — 2 12%
Rarely 3 8% 1 5% 2 12% .03
Sometimes 19 53% 9 47% 10 59%
Often 12 33% 9 47% 3 18%
How relevant were the materials to you personally?
N o t a t a l l ——————
A little 3 8% 1 5% 2 12%
Somewhat 1 3% 1 5% — — .81
Very/a lot 32 89% 17 89% 15 88%
How useful or helpful was the information in the materials?
N o t a t a l l ——————
A little 2 6% 1 5% 1 6%
S o m e w h a t ——————. 9 9
Very/A lot 34 95% 18 95% 16 94%
Did you (or someone in your home) any of the following? “Yes” reported.
...come up with a list of reasons for making your
home smoke-free? 29 81% 15 79% 14 82% 1.00
...have a talk with your family or household
members about making your home smoke-free? 35 97% 18 95% 17 100% 1.00
...sign the pledge? 19 53% 14 74% 5 29% .008
...post the pledge? 23 64% 13 68% 10 59% .55
...put up the signs? 24 67% 14 74% 10 59% .30
...use the stickers? 25 69% 17 90% 8 47% .005
...call smoking cessation services? 5 14% 3 16% 2 12% 1.00
Table 3: Intervention impact on smoking rules in the home.
All participants Smokers Non-Smokers
Baseline Follow-up P value Baseline Follow-up P value Baseline Follow-up P value
N = 40 N = 36 N = 20 N = 19 N = 20 N = 17
Smoking ban inside home
Total ban — 33% — 32% — 35%
Partial ban 70% 58% .0001 75% 58% .04 65% 59% .004
No ban 30% 8% 25% 11% 35% 6%
Improvement in SFH status N/A 43% N/A 40% N/A 45%
SFH attempts N/A 78% N/A 63% N/A 94%
Smoking inside the home
Daily 83% 53% 75% 53% 90% 53%
Weekly 13% 14% 20% 11% 5% 18%
Monthly 3% 6% .0015 — 11% .06 5% — .02
Less than monthly 3% 11% 5% 11% — 12%
Never — 17% — 16% — 18%
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Days smoking occurred in
the home last week 5.3 (2.4) 2.6 (2.7) <.0001 5.4 (2.5) 1.8 (2.6) <.0001 5.2 (2.4) 2.7 (2.8) .002Journal of Environmental and Public Health 7
Table 4: Intervention impact on smoking behaviors and stage of change for quitting.
Baseline (n = 20) Follow-up (n = 19) P value
Stages of Change: quitting smoking
Precontemplation 20% 5%
Contemplation 45% 32% 0.01
Preparation 35% 58%
Action — 5%
Smokers with quit attempts N/A 65%
Mean (SD) Mean (SD)
Cigarettes per day 10.2 (5.7) 6.9 (6.0) 0.04
58% were in the preparation stage (P<. 01). While only
one individual reported quitting, 65% of the participating
smokers reported at least two quit attempts during the two
prior months. Moreover, cigarette consumption decreased
signiﬁcantly over the same time period, from 10.2 to 6.9
cigarettes per day (P<. 04). Participation in this study
also prompted participants to change their rules regarding
smoking in the car. Among those with cars (n = 26), the
proportion of smoke-free cars went from 20.0% to 38.9%,
a signiﬁcant increase (P<. 005).
4. Discussion
Assisting low-income households to go smoke-free has the
potential to reduce exposure to SHS, help smokers to quit,
and potentially disrupt the smoking initiation process in
children and adolescents [31–33]. This study examined
the feasibility, acceptability, and short-term outcomes of a
brief intervention that explicitly targeted the creation of
smoke-free homes. Results were promising for both smokers
and non-smokers. We had no diﬃculty recruiting for the
study, and retention was high. Participants reported high
levels of interaction with the intervention materials and felt
they were both relevant and helpful. Moreover, a relatively
large percentage of participants engaged in the actions
recommended through the intervention, such as talking with
householdmembersaboutgoingsmoke-freeandpostingno-
smoking signs.
Short-term outcomes were promising, with about 1/3
of participants creating total smoking bans and over 40%
tightening their household smoking restrictions in some
way. These results are comparable or better than those from
manyintensivecounselinginterventions[12,50].Areviewof
home and clinic-based interventions to reduce SHS exposure
in the home reported an average eﬀect size of .34 [12]. A
more recent review of interventions to create smoke-free
homes during pregnancy or the neonatal period, typically
based on counseling, was inconclusive due to poor study
quality and the heterogeneity of outcomes reported [50].
Allmarkandcolleagues[51]reportedevaluationresultsfrom
an intervention similar to the one reported here, in which
families who signed up for the program received a booklet
and support materials. Although limited by no comparison
group and a modest response rate, they found that among
households that permitted some smoking at home before the
initiative, about 78% became smoke-free after receiving the
intervention program.
Given the short follow-up period in our pilot study,
we are uncertain whether participants will maintain their
smoke-freehomes.Eveniflong-termmaintenanceofsmoke-
free homes decreases to 10%, however, because of the ease of
intervention delivery, this intervention has the potential to
have a signiﬁcant impact if widely disseminated. Most inter-
ventions to date have involved a more intensive counseling
protocol; additional research is needed to establish whether
brief interventions may be eﬀective [12, 34, 50, 52]. Our next
step is to conduct a randomized controlled trial of this brief
intervention with follow-up at six months.
Thereareseverallimitationstothisstudy.Thiswasapilot
studytotestthefeasibilityabriefinterventionofmailedprint
materials and coaching on making homes smoke-free. We
evaluated the eﬀectiveness of our intervention with only 40
families using a nonexperimental design; there was no con-
trol group. It is possible that social desirability, reactivity to
the survey questions about smoke-free homes and/or other
external factors are responsible for the positive outcomes.
In addition, the sample for this study was predominantly
urban, African American, and low income. The results may
not be generalizable to other populations. The study also
had a short follow-up period; future studies should examine
the extent of relapse in home smoking bans. Finally, these
data on home smoking bans were based on self-report and
may not accurately reﬂect actual rules about smoking in the
home. Future studies should use air nicotine monitors or
other objective measures to validate self-reports of smoke-
free homes.
5. Conclusions
Results from the pilot study found that a brief educational
intervention with families can increase smoke-free home
policies and lower exposure to smoking in the home. In
addition, this preliminary study suggests that the interven-
tion can also help smokers reduce the number of cigarettes
they smoke. Further research is needed to rigorously test
the eﬀectiveness of this brief intervention for increasing
smoke-free homes, as well as its eﬀects on other populations.
We plan to conduct eﬃcacy and eﬀectiveness trials with
large samples of low-income populations in several states.
Because the home is a substantial source of SHS for8 Journal of Environmental and Public Health
children and nonsmoking adults, strategies to successfully
eliminate exposure to smoke indoors are needed. Evaluating
community-level interventions to create smoke-free homes
can greatly reduce the impact of secondhand smoke on
children and nonsmoking adults.
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